Introduction
Anaesthesiology is acknowledged as the leading medical specialty which addresses patient safety. Anaesthesia has undergone substantial development and sophistication from its early beginnings; it is now safer than ever owing to many different types of improvement solutions and strategies implemented. These include new technologies, standards and guidelines related to human factors and system issues 1 There was concern among professional bodies that patient safety was imperfect and that like any other medical problem, patient safety should be studied and interventions planned to better outcomes. The formation in 1985 of a multi disciplinary Anaesthesia Safety Foundation in the US was a land mark in institutionalization and legitimization of patient safety as a topic of professional concern. The Foundation has advocated a single standard of safety for surgical and anaesthetic procedures, whether these take place in hospital or in outpatient unit
Professional concern over safety 1 The practice of modern anaesthesia has become complex, technological, and has expanded to include intensive care. 
.
A system of transferring responsibility from shift to shift must be strictly followed. This is especially important as very often mishaps occur during this time. The primary anaesthetist when handing over a patient should be satisfied with the competence of the relieving anaesthetist and the handover must be done when the clinical status of the patient is stable. There must also be a clear understanding that the relieving anaesthetist is willing to accept the responsibility for the case.
Infection risks to patients
During invasive procedures e.g. vascular cannulations, intrathecal injections, strict aseptic precautions must be followed. The anaesthetic and airway management apparatus carry a potential risk of infection by repeated use and should be properly sterilized between cases. Drugs and syringes must be placed on a sterile trolley to prevent contamination.
Infection risks to health care workers can be avoided by following a simple protocol e.g hand washing, wearing gloves and disposing sharps safely.
Quality Assurance programmes 4 
Regular Mortality Morbidity meetings
. Quality assurance is a process of on going review of patient care and such programmes are necessary to improve patient care, to identify and highlight underlying characteristics of mishaps. The objective is to ensure high standards through regular assessments. The results must be reported for evaluation for necessary action to be taken.
Some of the quality assurance programmes which give valuable information are .
• Equipment failure-breathing circuit disconnection/ventilator malfunction/gas flow control errors etc
Human error is a pervasive and normal part of every day life and in anesthetic practice errors lead to incidents and accidents.
Human error can be active or latent. Studies have revealed that active errors result from the following lapses.
• Knowledge based -lack of knowledge regarding the procedure • Rule based -If protocols or algorithms were not followed • Skill based -slips and lapses as a result of lack of supervision • Technical errorsunfamiliar with equipment, failure to check Latent errors lead to substantial problems in anaesthesia and require systematic, continuous attention to reduce and eliminate. These include the working environment, physiological state, equipment condition and reliability, work practices, personal training, social and cultural factors.
Following studies highlighted the category of error 10 .
Ten frequently occurring incidents revealed in data analysis 7 Since accidents cannot be completely abolished data analysis is a very useful guide to implement strategies to prevent and minimize their occurrence. It has been well established that in order to improve patient safety that a set of minimum monitoring standards must be implemented. The first set of standards of basic monitoring was developed by the Harvard hospitals and later adopted by the American Society of Anaesthetists in 1986 and the recommendations were made as National policy . Present day monitors have improved remarkably and most monitors can detect and prevent mishaps if used correctly. Advantage of multiple monitors is that they can cross check each other. In the event of monitor malfunction the patient should be checked first as such the anaesthetist must be physically available at all times. The practice of anaesthesia has developed into a specialty focused mainly on safety as a result of better monitoring, safer medications and with advances in knowledge and training. But the various safety advances require a long term commitment to achieve their full promise
